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(P

lease see statem
ent on reverse and read the follow

ing instructions before com
pleting this form

) 

S
ubm

ission of this form
 w

ill initiate the process of obtaining a decision as to 
participating as a hospital. T

he num
ber in this block for each related 

w
hether the C

onditions of C
overage are m

et. A
ssistance in com

pleting the 
provider w

ill be the provider num
ber of the highest level of care. 

form
 is available from

 the S
tate agency. 

N
O

T
E

: If an A
S

C
 is operated by a hospital, has a D

istinct P
art S

N
F, IC

F
 

A
nsw

er all questions as of the currrent date. R
eturn the original and first tw

o 
and IC

F
/M

R
, the related provided num

ber field on the application for each 
copies to the S

tate agency; retain the last copy for your files. If a return 
provider (including the hospital) w

ill have the hospital provider num
ber. 

envelope is not provided, the nam
e and address of the S

tate agency m
ay be 

obtained from
 the nearest S

ocial S
ecurity O

ffice. 
S

tate/C
o

u
n

ty an
d

 S
tate R

eg
io

n
 C

o
d

es - Leave blank. T
he C

enters for 
M

edicare &
 M

edicaid S
ervices R

egional O
ffice w

ill com
plete. 

D
etailed instructions are given for questions other than those considered 

self-explanatory. 
Item

 III - If a service is provided directly by the facility, place a ‘1’ in the 
appropriate block. If a service is provided through an outside source (i.e., by 

M
ed

icare S
u

p
p

lier N
u

m
b

er - Insert the facility’s six-digit supplier num
ber. 

contract or referral), place a ‘2’ in the appropriate block. 
Leave blank on initial requests for certification. 

Item
 IV

 -‘X
’ the appropriate blocks representing categories of surgery 

R
elated

 P
rovid

er N
u

m
b

er - C
om

plete this block w
hen a facility is 

offered by the A
S

C
. U

nder “O
ther,” include only broad categories (i.e., not 

participating under m
ore than one provider num

ber, such as a facility also 
subspecialties). 

M
edicare S

upplier N
um

ber 

A
S

1 

R
elated P

rovider N
um

ber 

A
S

2 S
tate/C

ounty C
ode 

A
S

3 S
tate R

egion C
ode 

A
S

4 F
iscal Year E

nding D
ate 

A
S

5 

ID
E

N
T

IF
Y

IN
G

 
IN

F
O

R
M

AT
IO

N
 

N
am

e of Facility 
S

treet A
ddress 

C
ity, C

ounty, and S
tate 

Z
ip C

ode 
Telephone N

o. (Include A
rea C

ode) 

A
S

6 

1. 
P

roprietary 
2. 

N
on-P

rofit 
3. 

G
overnm

ent 

1. 
Laboratory 

2. 
R

adiology 
3. 

4. 
P

harm
acy 

1. 
C

ardiovascular 
2. 

Foot 
3. 

G
eneral 

4. 
5. 

O
bstetrics/G

ynecology 

6. 
7. 

O
ral 

8. 
O

rthopedic 
9. 

O
tolaryngology 

11. 
T

horacic 
12. 

U
rology 

13. 
O

ther (S
pecify) 

_____________________________ 

TY
P

E
 O

F C
O

N
TR

O
L 

(x one box) 

A
N

C
ILLA

R
Y

 
S

E
R

V
IC

E
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(P

lace ‘1’ or ‘2’ 
in blocks) 

S
U

R
G
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A

L 
S

P
E

C
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LT
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S
 

(X
 appropriate 

blocks) 

FA
C
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C

H
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R
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R
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S
 1. N

um
ber of O

perating R
oom

s _________________________ 
2. D

ate C
enter B

egan P
roviding S
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■
 

■
 

■
 

■
 

■
 

10. 
P
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■
 

■
 

■
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■
 

■
 

I II 

III 

IV
 

V
 

A
S
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A
S

8 

A
S

9 

A
S

10 
A

S
11 

E
K

G
 

N
eurological 

O
phthalm

ology 

________________ 
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N
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N
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U
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R
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C
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S
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H

E
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R
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N
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E
Q

U
E

S
T

E
D

 M
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 R
E

S
U
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 D
E

N
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L O
R

 A
 R

E
Q

U
E

S
T

 TO
 PA

R
T

IC
IPAT

E
 O

R
, W

H
E

R
E

 T
H

E
 E

N
T

IT
Y

 A
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E
A

D
Y

 PA
R

T
IC

IPAT
E

S
, 

A
 T

E
R

M
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N
 O

F
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S
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G
R

E
E

M
E

N
T

 O
R

 C
O

N
T

R
A

C
T

 W
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H
 T

H
E

 S
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E
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G
E

N
C
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R
 T

H
E

 S
E

C
R

E
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R
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S
 A

P
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R
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P
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S
ignature of A

uthorized O
fficial (sign in ink) 

T
itle 

D
ate 

A
S

12 

F
orm

 C
M

S
-377 (1-97) 



S
ecurity B

oulevard, N
2-14-26, B

altim
ore, M

aryland 21244-1850. 
data needed, and com

plete and review
 the inform

ation collection. If you have any com
m

ents concerning the accuracy of the tim
e estim

ates(s) or suggestions for im
proving this form

, please w
rite to: C

M
S

, 7500 
collection is 0938-0266. T

he tim
e required to com

plete this inform
ation collection is estim

ated to average 15 m
inutes per response, including the tim

e to review
 instructions, searching existing data resources, gather the 

A
ccording to the P

aperw
ork R

eduction of 1995, no persons are required to respond to a collection of inform
ation unless it displays a valid O

M
B

 control num
ber. T

he valid O
M

B
 control num

ber for this inform
ation 


